Background To evaluate the organization of the new cardiovascular risk assessment programme, NHS Health Checks, in general practices.
Introduction
The NHS Health Check is a new cardiovascular risk assessment that was introduced by the Department of Health in 2009. 1 Adults aged 40 -74 years, who do not have preexisting cardiovascular disease, hypertension, diabetes or chronic kidney disease, are invited to a face-to-face appointment to assess their 10-year risk of cardiovascular disease. This cardiovascular risk assessment is used to inform graded intervention. Individuals whose risk of a cardiovascular event is .20% over 10 years will be classified as 'high risk' and will enter a high-risk register with a designated care pathway. Individuals who are identified as having clinical disease, such as diabetes or atrial fibrillation, will also enter appropriate care pathways based in primary care. Other individuals will be offered advice on reducing risk, or maintaining low risk, primarily through lifestyle advice. 1, 2 Randomized controlled trials from an earlier decade, when arguably fewer effective interventions were routinely available, were generally not supportive of cardiovascular risk screening. 3, 4 The case for implementing NHS Health Checks was made through health economic modelling. The Department of Health's economic model 5 provided evidence to show that the costs of the NHS Health Check programme would be between £180 million and £243 million per year (2008 costs). The costs of checks would be £40 million, with additional treatment costs accounting for the remainder of the cost. Health benefits were estimated to be substantial and the intervention was judged to be cost-effective, with a cost of ,£3000 per quality-adjusted life-year. 5 The first full year of the NHS Health Check programme began in April 2011, but in many areas the programme was initiated from April 2010 or before. In 2011/12, the NHS Health Check Programme aims to enrol 90% of the eligible population into a 5 yearly cycle of call -recall through participation of all primary care organizations. About 1.8 million individuals scheduled to receive an invitation to a Health Check in 2011/12. 6 In the third quarter (Q3) of 2011/12, the Department of Health estimated that 15.9 million people were eligible for an NHS Health Check over a 5-year period. In the first three quarters of 2011/12, 1 514 141 individuals were reported to have been offered a Health Check, with 759 329 (50%) receiving a Check. 6 The Department of Health encouraged local primary care trusts (PCTs) to decide how best to organize the delivery of NHS Health Checks, acknowledging that different models may suit the needs of different local populations.
1 Local policies on the delivery of checks are implemented through contracts with service providers, including general practices, pharmacies and outreach teams. Primary care organizations may also be responsible for offering training to staff involved in providing checks, as well as organizing districtwide services for exercise promotion, weight control or smoking cessation. From April 2013, responsibility for the commissioning of NHS Health Checks will be transferred to local authorities. Implementation of the checks will be a key indicator in the Public Health Outcomes Framework in Domain 4, prevention of ill health. 7 The present study was implemented in the first full year of NHS Health Checks. This report aims to describe variations in the implementation of the NHS Health Checks programme at general practices, in the first full year of the Health Check programme, in two London boroughs. The study forms part of a larger evaluation of NHS Health Checks in South London.
Methods
Two inner London boroughs were included in the survey. In the study area, Health Checks are implemented in general practices, community pharmacies and through outreach teams. In one of the boroughs, invited participants are offered a choice of general practice or pharmacy as the provider of the check. Outreach teams only offer opportunistic checks. The present study considers the role of general practices in implementing Health Checks.
A cross-sectional study was used to evaluate the models of delivery of the NHS Health Checks programme by general practices in the summer of 2011. A structured questionnaire was developed drawing on the Department of Health 'Best Practice Guidance for NHS Health Checks implementation'. 1 We interviewed a general practitioner and a practice manager in two general practices currently delivering Health Checks to inform questionnaire items. A draft questionnaire was then circulated to four local general practitioners for their feedback on the content and acceptability of the questionnaire. The final questionnaire comprised 33 items that investigated: models of delivery including clinical leadership, health-care professional conducting checks, riskscore model, further tests offered, advice and referral offered; staff training that had been received and further training that would be helpful. Responses were tabulated and the degree of consistency among respondents was evaluated. For clarity, missing and not known responses were omitted from the table. Responses might sum to more than the total when multiple response options could be affirmed.
Respondents were also invited to express their views of NHS Health Checks via three open questions designed to elicit positive and negative perceptions of the programme and suggestions, if any, for improving the current service. Responses were analysed using simple content analysis. 8 Themes were identified from the written responses and each individual response was then coded numerically according to these themes. Coding was discussed and agreed by two members of the research team. The number of responses assigned to each category was then counted to assess the importance of each theme. An invitation to participate in the survey was sent to the practice manager at all 99 general practices in June 2011. At the time of the survey 96 of the 99 practices were implementing the NHS Health Checks. As part of an embedded randomized controlled trial, practices were randomized to receive either electronic or paper-reminder letters. 9 
Results
Of the 99 practices invited to take part, 70 (71%) practices responded to the survey. As 4 practices returned only a blank web-based survey, there were 66 (67%) valid completed responses. One response was received from a practice who reported that their patients were currently receiving NHS Health Checks at another surgery. Results are presented for 65 of the 96 (68%) practices that responded to the survey and were providing NHS Health Checks. The questionnaire respondents included practice managers at 25 (38%) practices, general practitioners 8 (12%), practice nurses 16 (25%), health-care assistants 2 (3%), administrators 2 (3%) and not specified 14 (22%). The questionnaire was completed jointly by more than one respondent at some practices.
Organization and staff training Table 1 presents information concerning the organization of NHS Health Checks at the 65 practices that responded to the survey. Nearly all practices (62; 95%) reported that all or most of their patients were identified for a Health Check through the call-recall system and the majority of practices (40; 62%) delivered .75% of NHS Health Checks in dedicated appointments. At most practices GPs (31, 48%) or nurses (27, 42%) provided clinical leadership. Checks were conducted by more than one type of health-care professional at 34 (52%) of practices. At most practices, nurses (56, 86%) conducted the checks, but GPs (28, 43%) and health-care assistants (22, 37%) also contributed to checks at many practices.
Staff at 40 (62%) practices had attended training on lifestyle change advice and at 42 (65%) practices on delivering risk information. Only 28 (43%) of practices reported that staff had attended training in measurement methods and at 15 (23%) practices no specific training was reported. However, an appreciable number of practices (18; 28%) considered that additional training would have been desirable.
Risk assessment
The methods of risk assessment and communication of risk are presented in Table 1 . There were differences in the organization of cholesterol testing between the two boroughs. In one borough, some general practices used near-patient testing, while in the other borough all participants had phlebotomy before the check, either at the practice or through the hospital-based service. While both boroughs based their policy on the Joint British Societies recommendations, 10 eight practices (12%) used only a QRISK 11 model to assess cardiovascular risk, while 43 (66%) used Framingham-based models (including BHF, NICE or JBS2) and 5 (8%) reported using both models. In addition to verbal communication of patients' cardiovascular risk, 48 (74%) practices provided written information or leaflets and 19 (29%) practices used interactive graphics or illustrations.
The extent to which practices offered tests for diabetes and renal function is shown in Table 1 . Tests for diabetes, including either HbA1c or blood glucose, were offered to all patients by 37 (57%) of practices. Tests for renal function, including either eGFR or serum creatinine, were offered to all patients by 23 (35%) of practices. Other assessments offered by some general practices at the NHS Health Check appointment included liver function, thyroid function, vitamin B12, full blood count, depression, alcohol intake, lifestyle (e.g. diet, physical activity levels) and motivation and beliefs about lifestyle change.
Advice and interventions offered
Findings on in-consultation advice and further interventions or referrals are shown in Table 1 . Most practices (53; 82%) usually offered advice within the initial consultation to all patients attending for NHS Health Checks. Patients with high risk of cardiovascular disease (.20% over 10 years) were most commonly offered in-depth advice that took 10 min or more to discuss. Those with lower risk of cardiovascular disease (,20% over 10 years) were more often offered brief advice that could be discussed within 5 -10 min. Referral to other staff within the practice, or to external services, was 'usually' offered to high risk patients at 35 (54%) practices and 'sometimes' offered at 15 (23%) practices. For lower risk patients, referral to other services was 'usually' offered at 10 (15%) practices and 'sometimes' at 23 (35%) practices. For both high risk and lower risk patients, it was more common for practices to refer patients to other services within the practice than to external services. The number of practices offering structured interventions, in addition to advice given in consultations, for smoking cessation was 57 (88%), weight management 48 (74%) and alcohol use 44 (68%). Although only 24 (37%) practices offered structured interventions in-house to promote physical activity, external services were available at a further 31 (48%) practices. Prescription of statins was 'usually' offered to those at high risk at 22 (34%) practices and 'sometimes' offered at 22 (34%) practices; antihypertensive drugs were 'usually' prescribed at 22% of practices and 'sometimes' prescribed at 45% of practices.
In order to ensure yearly follow-up high-risk patients, 33 (51%) practices employed regular recall, 9 (14%) had a highrisk register but no recall, 7 (11%) regularly reviewed results and at 6 (9%) practices follow-up was only via asking patients to make an additional appointment.
Staff feedback on the NHS health checks programme
The themes identified in the responses to each of the open questions are listed and illustrated in Table 2 . Forty-two practices responded to the question 'What do you think the NHS Health Check Programme does well?', 27 to the question 'What do you think the NHS Health Check Programme does less well?' and 21 offered suggestions for ways of improving the implementation of the Health Check programme. The main benefits of the programme were perceived to be the identification and early detection of disease and the opportunity for prevention and intervention in at-risk patients. Aspects of the programme that staff were less positive about included the concern that uptake of NHS Health Checks was greatest amongst those at least risk of cardiovascular disease, the 'worried well', and that those who would benefit most might not be attending. Practical problems with the technology and software for collecting Health Checks data and calculating risk were reported by eight practices and four remarked on capacity and workload issues, feeling that delivering the programme was placing an additional burden on staff. Suggestions for improving the service included improving the efficiency of the system, e.g. by simplifying the technology and updating the protocol. Six practices suggested extending community outreach initiatives for the harder-to-reach groups.
Discussion Main finding of this study
This study evaluated the delivery of NHS Health Checks in the first full year of the programme, it identifies issues that will require addressing as the programme develops. The results suggest that there may be appreciable diversity among general practices in the implementation of NHS Health Checks. This might include the type of staff delivering checks, the types of consultation in which checks are delivered, the measurement techniques used to assess risk, the interventions delivered to those identified as being at high risk and the organization of follow-up for those who are identified as being at high risk. Most patients are offered advice in the general practice. Our local experience suggests that external borough-wide services, for smoking cessation and other behavioural change, may be under-utilized by practices even though these might sometimes offer an arguably better alternative to practice-based services. It is also unclear whether efficient follow-up of individuals classified as high risk can be assured.
In the areas included in this study, general practice represents only one setting for the delivery of Health Checks. NHS Health Checks are also delivered in community pharmacies and through outreach teams who offer checks opportunistically in community settings. Our survey may not document the full extent of variation within the local NHS Health Checks Programme.
Variations in the organization of local services are not necessarily undesirable if services are being adapted to local needs. 12 However, our data raise questions concerning how the consistency of the delivery of the NHS Health Check Programme can be assured, both in its early stages and after it has been fully rolled out. Commissioners may need to consider what means of influencing practices can be deployed to facilitate adherence to local policies.
Limitations of this study
The response rate was satisfactory for a survey of this nature. The responses analysed for the survey were usually derived from one individual for each general practice, although some questionnaires were completed jointly, and the respondents may have been from a different professional group than those who most frequently implement Health Checks. Respondents may not always have been fully aware of all details of the delivery at NHS Health Checks at their practice, some responses may have reflected misunderstandings. Ideally, additional validation of questionnaire responses would have been implemented. Respondents may have been incompletely aware of the policies that were in place locally, even when these are promoted through offers of training, clinical advice and newsletters. There were also problems of item non-response as in most surveys. However, we do not believe that these difficulties are sufficient to vitiate our conclusion that there may be considerable variability in the delivery of NHS Health Checks at this stage of its development. At the present time, it is too early to report on the uptake and outcomes of the programme, but future analyses will address these aspects of programme implementation.
What is already known on this topic
Other recent studies have also evaluated NHS Health Checks. Dalton et al. 13 reported a response rate to invitation to participate in the checks of 45% during the pilot phase of the programme. This is consistent with data reported from the Department of Health for 151 PCTs in the third quarter of 2011/12. 6 The median uptake was 52% of those invited, with values for uptake in different PCTs ranging from 0 to 100%, with an interquartile range of 35 -67%. Graley et al. 15 reported a study using qualitative methods to explore the implementation of NHS Health Checks in community pharmacies. Their study highlighted, among other issues, the importance of training staff to ensure consistent delivery of Health Checks, the development of information systems to support the implementation of Health Checks, as well as problems of patient recruitment. We are aware that national evaluation is planned.
What this study adds
This study shows that individuals attending different general practices may experience important differences in process with respect to the implementation of Health Checks. Taken together with other early evaluative studies, 13 -15 our data raise questions concerning whether the implementation of NHS Health Checks may achieve projected aggregate benefits and whether all population groups may share in proposed benefits. In general, the cost -benefit model assumed higher take up of the health check and interventions than we observed. For example, referral to other staff or external services was only 'usually' done at 50% of practices, but the health economic model assumed that 77% of patients would uptake exercise intervention and 85% would uptake weight loss. We found that statins were 'usually' prescribed at a third of practices, but the health economic model assumed 85% of high-risk patients would be given statins. The data specifically raise questions concerning the completeness of staff training, the delivery of the checks, plans for intervention and followup for those at high risk. There is a need for the development of defined care pathways for those identified as being at increased risk of cardiovascular disease. 16 The data also draw attention to the need to evaluate and assure the quality of delivery of NHS Health Checks. This should include setting standards, monitoring and reviewing performance against standards and ensuring that conditions that facilitate the achievement of standards are in place. At the primary care practice level, this may include observation, evaluation and audit of the Health Checks, while at borough level this may include systematic assessment of the uptake and outcomes of Health Checks and inequalities in these measures.
